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August 16, 2024 
 
Canada’s Drug Agency – L’Agence des médicaments du Canada 
 
Re: DRAFT Reimbursement Recommendation – Mepolizumab 
As a patient organization, we are pleased to note the unanimous 6 to 0 vote, in deliberation, of the 
FMEC that rightly concluded Mepolizumab at the dose of 300 mg every 4 weeks addresses several 
unmet needs and achieves important outcomes for persons with eosinophilic granulomatosis with 
polyangiitis (EGPA), and specifically improved remission rates and reductions in OCS (oral 
corticosteroid) exposure. 
 
However, in conversation with Craig Taylor we are both frustrated that the FMEC added the Table 2 
Conditions, that mirror the MIRRA and MANDARA trials, meaning all EGPA patients must relapse or 
have refractory EGPA before gaining access to Mepolizumab.  We feel, the findings of MIRRA justify 
not restricting mepolizumab access to only those EGPA patients with relapsing or refractory 
EGPA.  In fact, the MIRRA results found 81% of patients in the placebo group did not have a remission 
compared to 47% on Mepolizumab, which also allowed for reduced OCS.  Clearly, these are key 
MIRRA findings to be reflected in the Table 2 Conditions, and this result is already in a 
disadvantaged group of EGPA patients who have relapsed or have been deemed refractory. 
 
Like Craig, we don’t want EGPA patients to experience a relapse or end up with refractory EGPA, 
with all of the costs, risks, and other problems associated with these negative outcomes.  We feel 
strongly that EGPA relapses should, and can, be avoided in 47% of patients by adding mepolizumab 
early to standard of care treatment rather than waiting for the 81% chance of relapsing, or becoming 
refractory, or worse!  We also note there was no significant safety difference between the MIRRA 
Mepolizumab and placebo groups.  Craig, like all patients, wanted to reduce his exposure to OCS, 
but also to other immune suppressing agents with known toxic side-effects, MIRRA achieved this. 
 
We strongly believe the Table 2 Conditions should be amended as follows: “Mepolizumab should 
be reimbursed in persons with a diagnosis of EGPA and who meet either of the following 
condition(s):…”.  This small change aligns with the key MIRRA findings and needs to be reflected in 
Table 2.  Why impose the conditions of MIRRA, but not reflect the key findings of MIRRA? 
 
We also want to note, the Reimbursement Condition of a price reduction may be necessary compared 
to current Standard of Care medications that are more than 50 years old!  Patients are tired of hearing 
such arguments in the context of life-threatening and rare diseases and expect pricing will be 
compatible to a basket of 13 countries which apparently no longer includes the US or Switzerland. 
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New treatments cost more because they do more, just like other modern technologies including 
computers or cars.  Practically no one uses a 10 or 15 year-old car or computer so why are we 
comparing medical treatments which are about 5 times the age noted above? 
 
In addition, as we all know, the MANDARA trial revealed that Benralizumab was shown to be non-
inferior to Mepolizumab and is reported to be less expensive.  We understand Benralizumab Health 
Canada approval is estimated in early 2025.  I am sure someone will want to make a cost comparison 
between these two treatments! 
 
As an organization, we are not happy that it is now more than 7 years post the MIRRA study and we in 
Canada are only addressing the access and reimbursement questions in late 2024.  There are many 
reasons for this lag in time, but for patients in need of care it is another example of Canada’s healthcare 
system failing they very Canadian patients it supposed to be serving.  EGPA patients in Canada have 
been denied access to Mepolizumab, a targeted EGPA treatment and the only HC approved treatment, 
for far too long, period. 
 
We also know other patients in the arthritis community get access, and have had access, and coverage 
to other expensive biologics like Enbrel or Erelzi which carry ongoing costs of +/- thousands per month.  
And, if we dare to compare EGPA treatments to cancer treatments the inequality in access and 
reimbursement is even more shocking.  I personally know a friend in Ontario receiving Imbruvica, or 
Ibrutinib, at a monthly cost of 11,400.00 per month for leukemia care.  EGPA patients, and other 
vasculitis patients, deserve a more equal access to care. 
 
Finally, the number EGPA patients in Canada is small with the estimated number of patients eligible for 
Mepolizumab to be in the range of 200 to 500 maximum, and many of those we expect, based on the 
onset age of EGPA, will have private insurance coverage.   
 
EGPA is a rare disease, and we must make up for lost time and get access and reimbursement to 
Mepolizumab resolved as quickly as possible. 
 
Yours sincerely, 
 
Jon Stewart 
President, Vasculitis Foundation Canada 
 












